A transthoracic and transesophageal echocardiography showed mitral valve prolapse without vegetation and massive mitral regurgitation. Magnetic resonance imaging and magnetic resonance angiography revealed multiple infarction of the brain and no mycotic aneurysm. There was a possibility that the vegetation attached to the mitral valve had already embolized to the brain, kidney, liver, hands, and feet. Staphylococcus aureus (S aureus) sensitive to ampicillin was identified by the blood culture, and the patient improved after taking ampicillin for 3 weeks; however, echocardiograms exhibited perivalvular pseudoaneurysm (15±25 mm) just under the mitral valve (Fig 1) . Left ventriculography demonstrated that the aneurysm ( Fig 2) had a small neck and dyskinetic wall motion with oppression to the coronary sinus and right coronary artery, and that mitral regurgitation was moderate. The aneurysm, which had an entrance measuring 8 mm, was identified just under the posterior commissure of the mitral valve of the left ventricular site during surgery. Furthermore, there were ruptured chords. There were no abscesses present or vegetation on the mitral valve. Patch closure of the perivalvular pseudoaneurysm and a mitral valve plasty were performed. Neither an aneurysm nor mitral regurgitation were detected by echocardiography and left ventriculography after the operation (Fig 3) . No reinfection occurred in the patient after discharge and she is currently well.
Discussion
Endocarditis is usually isolated to the valve leaflets, but aggressive bacteria such as S aureus have a tendency to invade the valve annuli, forming a perivalvular abscess. The presence of an annular abscess is a very poor prognostic factor, carrying a high surgical mortality rate and a poor long-term survival rate. [2] [3] [4] Iemura et al have reported that for patients with native valve endocarditis caused by S aureus, surgical treatment should be performed as soon as possible. 5 Yoshida et al recommend urgent surgical intervention for patients with significant valve lesions and who are unresponsive to medical treatment in order to prevent embolization and deterioration of the heart. 4 However, the patient in the present report already presented with embolization to the brain on admission. As there was no vegeta- tion to her valves, medical treatment was prescribed, and the patient's clinical course was very good after admission. We consider that this was a result of administering ampicillin on admission, which proved effective in treating S aureus.
Alternatively, there was a possibility that the patient might have had a diverticulum, and subsequently suffered from infective endocarditis; that is, the cavity may not have been a pseudoaneurysm but a diverticulum. The wall of a diverticulum includes a muscle layer and the wall motion is not dyskinetic, whereas the wall of a pseudoaneurysm does not include a muscle layer and the wall motion is dyskinetic. 6 In the present report, left ventriculography demonstrated that the cavity had dyskinetic wall motion. Aoyagi et al have reported the effect of patch closure of the perivalvular pseudoaneurysm. 7 We also performed patch closure of the perivalvular pseudoaneurysm to prevent the pseudoaneurysm from rupturing. 8 But, because we did not resect the pseudoaneurysm, we were unable to investigate it pathologically and, therefore, this is a limitation of the study. 
